Introduction
Starting in West Africa and with a fatality rate exceeding 50%, the Ebola epidemic is projected to infect some 20,000 people before running its course 1 and has already infected many health-care workers. 2 Responses to the outbreak have included refusals by local health workers to examine patients and collect samples (for fear of infection and the unavailability of proper personal protective equipment) and assaults on health officials and for example, we're doing exceptionally well. Child maternal health has never been better. Longevity has never been better, including in the developing world. More people than ever are on antiretroviral medications for HIV/AIDS. Child and infant survival is up. So all of the indicators are very good and we've made enormous progress as we approach the post-2015 agenda, which is now going to be called the Sustainable Development Goals. But I also do a lot of work with civil society around the world and particularly in low-and middle-income countries. And I hear from them a completely different narrative, a narrative of great suffering and hardship. Both narratives are true but we sometimes forget the narrative of the poor. Harvard University Press did me a wonderful favour in relation to the foreword to the book. I could have gotten the Head of the WHO, or Michael Bloomberg, or Bill Gates, or Bill or Hilary Clinton. But they said, 'No, nobody cares what they think. Come up with something new'. Now, the beginning is the best part of the book because I didn't write it; it was written by young people from around the world. I just asked them to tell me what their daily life is like. They are what I call 'global health narratives from the young', and I am just going to give you two snippets. There are many in the book.
One is from Namubiru, a young woman living in a suburb of Kampala, Uganda. She writes:
I live in a very rowdy place. No clean water, no good toilets, no bathrooms. I have to move a long distance every day looking for clean water to bathe, to cook. At night, the conditions worsen. There is hardly any electricity. The mosquito noise fills up the place. Cockroaches move around me and this makes me sick. Even when I fall ill, I hardly ever go to hospital. My mother, who would have helped me with medication fees, is living with AIDS. Life is too hard and complicated for me. I have to cook food for my brother and myself. This forces me to cook one meal a day for I lack money to access the food that I need to get healthy. And a lot of violence happens to my friends and neighbours. We were raped and robbed. I am thinking of getting a job, however the salary will be too small. I am so sad. I need a new life. 7 One of the ideas I had with these narratives is to try to explain that global health is not just about people 'out there' it's people in our own communities. I have been doing a lot of work with American Indian communities. The conditions that they live in are appalling, and the diseases they have are so preventable. In one place, the Blackfoot Reservation in Montana, the average life expectancy of a male is 47 years old. Just outside the reservation it is in the 80s. So it gives you an indication that global health problems are in a high income countries as well as low. So I asked Johnny, a young boy living in the Blackfeet Reservation, to give me a snippet of his life:
I start my days with a cup of Joe. Then I corral, I ride and break horses. I smoke a bowl of weed about six or seven times, if I have it. Otherwise I smoke whenever it shows up. It's a stress reliever. My father uses drugs, snorting coke in front of me, taking my birthday money. He even did a line of coke with me. And he used alcohol since before I was born. My dad was 7. L. Gostin, Public Health Law (Cambridge, MA: Harvard University Press, 2014), p. 6. abusive to all of us. He was verbally abusive, he beat us with a belt. When your family is broken due to drugs and alcohol, everyone is hurt. It makes me mad when people in the community do the heavier drugs. What I mean is, what little kids get to eat or not to eat; did they get the shoes or the clothes they needed? It depends on whether the adults do drugs. I know it can't be stopped but it is unfair that grownups get what they want and children do without. I want to shout, 'When you do meth, don't let your kids be here!' If I could, I would turn our reservation into a dry reservation and no gambling. My life has gone, but what about the kids? 8 What strikes me about the two global health narratives is that they are both true. One is true about absolute improvements in global health and the other is true about still grappling with disparities between the haves and the have-nots both within our own societies and in low-and middle-income countries.
That led me to consider what I might do in the final chapter of the book. And I was pleased with the outcome. The Times did a review and the very first line was, 'You know, this book is really interesting'. Most people don't think of law as interesting but it tells a story. I tried to be a proper law professor for most of the book, but in the last chapter, I oversimplified it. When you simplify something, it can have clarity that you just do not get when you are mired in the complexity of something. So without apologies for the simplicity, I have suggested that if we could answer three critical questions and implement the answers, we would have a wonderful state of global health. And the two narratives led me to think that we shouldn't talk about global health or global health justice but rather with what I call global health with justice. That is, you want to do both: you want steady improvements in overall life expectancy and improvements in disability-adjusted life years; but on the other hand, we also need justice. Sometimes you can have one without the other but we need both. When there was an epidemic of cholera in London, he didn't treat the cholera, he turned off the Broad Street pump, which stopped the epidemic in its tracks. So a public health approach is clean air, nutritious food, hygiene, sanitation, disease surveillance and control, tobacco control, alcohol control, injury prevention, mosquito and other vector abatement. It is those kinds of things that are really not within the medical sector but are things that we expect public health agencies to do. The third attribute is concern for the socio-economic determinants of health. These are outside the entire health sector: things like employment, poverty alleviation, education, jobs. If one could wave a magic wand and do one thing for global health in the world, education for women would be that thing because women take care of their families, their communities. These determinants have nothing to do with health sector per se but they make more difference to health than anything else.
9 But I am going to take socio-economic determinants off the table because they're not in the health sector.
I am simply going to ask the question: Would you prefer to live in a society with unlimited medicine, or unlimited public health? I think this is where we make a very grave error because we do the opposite of what is needed. We focus almost all of our efforts on health care, medicine and doctors. And even in global health, we don't provide a national health service capable of providing health care, we operate disease by disease. We do AIDS, we do TB, we do malaria. We have a siloed approach that focuses, first, on the wrong priority, and secondly, even if you could achieve a strong health-care system, you would need to do it horizontally and broadly, so it would cover everything; non-communicable diseases, safe childbirth, baby clinics, mental health, injury prevention. But we don't. And I have always had a hard time explaining why the population-based public health approach is better than the medical health-care approach. So I was struggling with the last chapter of the book. And then I came back from a very typical urban city in sub-Saharan Africa and I was feeling unwell -I had a bad stomach, I was a bit asthmatic because of all smoke -and I realized that whenever I come back from a poor city, I do not feel good. When I return from Edinburgh, I'll feel great. Come back from Oslo, even better, Melbourne, I'm in heaven. The reason is the environment in which I lived.
So in the final chapter, I did a kind of Rawlsian experiment. Rawls, an influential Harvard philosopher on jurisprudence, had an idea about a theory of justice, which was that if you didn't know the circumstances in which you would live, that is, if you were in a 'veil of ignorance', you would choose the just thing. So I have done this exercise with people around the world in Delhi, Beijing, Buenos Aires, Washington DC. And audiences always answer the same way. You have two stark choices. And you don't know your age, skin colour, health or disability status, gender or where you will be born. You are in a veil of ignorance, and you are given these two choices: (1) you can choose 9. There is a red line on the Washington, DC, metro that goes from poor southeast to affluent northwest, where the National Institutes of Health and the military hospital, where one of the Ebola patients was being kept, are located. For every stop on the red line, from southeast to northwest, you gain 3 to 4 years of life expectancy. It's not because the medicine is different, it's because the socio-economic factors are different. And it's not just socio-economic factors, it's your relative status.
whatever health care you want (e.g. the finest medicines, surgeons, consultants, high-end treatment, anything) or (2) you can never see a doctor again but you would wake up every morning, turn on the tap and get clean water, go outside and have clean air, have no malarial mosquitoes or dengue-infected mosquitoes, or bubonic rats, have roads designed in a safe way to help prevent injuries. There would be sanitation and hygiene. In other words, you would have the perfect population-based public health life. If you could choose one of those two stark alternatives, which one you would choose? You've got 15 s to make up your mind. Who would choose all the medicine and doctors they could get? Sometimes one or two people in the audience, and this is a big audience. There's one who is just putting his hand up like this. Who would want the public health approach? Who want to live in Melbourne? We all do. Everywhere in the world, people choose that, yet we organized our international assistance in exactly the opposite way. Things that we would never tolerate here in Scotland or in the United States, like turning on your tap and getting dysentery, we leave out of our global health programmes. Instead, we're delivering high-end expensive medicines. So an idea of global health would be to prioritize population-based services, providing universal health-care coverage and attending to the social determinants of life.
What would global health with justice look like? This is interesting because when you think about justice, there is one word that you use to try to create it. It is a word that we might use but politicians would not. Redistribution. In other words, you redistribute. President Obama is big into redistributive justice. He would never use the word though, because it is politically toxic. It amounts to taxing the rich and providing benefits to the poor. You redistribute income so that you have a fair system. Redistribution is very important, and redistributive justice is the hallmark of justice but it is hard to do politically.
The public health approach doesn't do away with redistribution; it takes us a little bit towards justice without redistribution. If the mosquitoes are not carrying malaria, any child, rich or poor, will have the same benefit. If the water or air is clean, these are common public goods. A public health approach embeds justice in the environment in which we live. That is one of the benefits of thinking of justice through a public health approach. But public health with justice, or global health with justice, means that we attain this ideal state of global health on a global basis; we make it accessible to everyone, rich, poor, whatever country we may be in. We try to embed justice in the environment and what we can't get with that embedment, we have to redistribute. That's what global health with justice would look like.
Let me conclude on Ebola. The problems of Ebola have taken over my life. I pushed the White House to get a UN Security Council Resolution, and to send troops into effected areas, but Ebola is the poster child of why we are nowhere near this ideal of global health with justice. In fact, we couldn't be further from it. Whilst you have the Chans and Gates trumpeting the benefits we've got, you have Sierra Leone, Liberia, Guinea, who rank lowest in global development, who have the worst global doctor/ nurse/patient ratio, and now they've lost half of their doctors and nurses to Ebola. They are ravaged by an epidemic spinning out of control that imposes the most frightening and horrible way to die. And what have we done as an international community? Nothing. We've waited. What was easily preventable is now out of control. Now in Europe, and even more so in the United States, we're engaged in the selfishness of thinking about a few isolated cases that have come here, and we've taken the focus off these three countries.
We have relied on luck. We could contain this epidemic if we're lucky but you should never have to rely on luck. And the 'luck' is that it remains in those countries because if it jumped to Johannesburg, or to Lagos, or to Delhi, or Calcutta, or Beijing and embedded itself in a congested country, it would be a global catastrophe. And yet we waited. Even today, the scope of the response is totally insufficient. The WHO, which is supposed to be the global health leader, has been sidelined. The WHO said that handling Ebola is the responsibility of the countries, not the WHO. And whilst that is true, those countries with their poor health systems -with no surveillance, no laboratory capacity, no personal protective equipment for health-care workers -could never have handled it but we've allowed these poor infrastructures around the world to continue.
I have two hopes. One is that we come to our senses soon enough and mobilize resources. And I have to say that, as pitiful as the US response is, Europe has been worse. President Obama has been chiding Europe to do more and they haven't. Unless we come to our senses, this is going to get worse. And second, and more importantly, I hope that Ebola will become a turning point for global health, that the excuses of a feeble WHO are no longer tolerated, that the inaction of the developed countries is no longer tolerated; that the UN and the World Bank hold back until the very end. These things are things that we, as a civilized community, with mutual solidarity, ought never to accept. If we just let this go on, or if we get lucky and bring it under control but do nothing to change the fundamental dynamics of the global health system, it will be very sad for our civilization, for it will happen again.
Laurie: Our sincere thanks for a passionate and compassionate account of how to reconcile these currently parallel global health narratives through your notion of global health with justice. It's fitting that you present that idea here, given that the sponsors are the Global Health Academy and the Global Justice Academy together with the Mason Institute. We'll now hear three papers in response and then we'll open it up to the floor.
Responses from the panel
Liz Grant, Director, Global Health Academy: I agree that global health with justice is what we need, the local and the global working together in these two interconnected shared domains. With over 21,408 cases and 8483 deaths as of 13 January 2015, 10 our response to the Ebola crisis has not been good enough, and I am going to highlight this by talking about three things that this pandemic is teaching us, if we are prepared to acknowledge it.
First, it is teaching us about health literacy, which is an important core component of the message of public health. There have been lots of incorrect or poor information circulating about Ebola. On a Nigerian public health website, it was posted that Ebola could be spread through the air, which prompted people to stay away from health centres, believing that they were places where you can 'catch' Ebola. This led to 'stock ups' instead of 'stock-outs' whereby some health centres were empty because people were too frightened to go to them and therefore drugs were not being dispensed -they stayed in cupboards and clinic shelves. Other places that could deliver Ebola care were so overstretched that they were forced to turn people away, telling them to go 200-plus miles away to Freetown for services. Public health messages do not work if they are just messages of the head. The Ebola pandemic alerts us of the need for a public health message that has to go to the heart as well as the head. For example, we know that in many places where this outbreak is acute, there have been problems with burial strategies, burial traditions or cultural practices, which have significantly hindered public health outcomes. We know that many people have been caring for their dead, touching them, washing them as part of their tradition. And in showing that care, families have become infected, with tragic results. But tradition and culture and these societal beliefs around moving towards or through the passing places between this life and the next are strongly ingrained; they reside in people's hearts. Beliefs about life and death are not just out there in books and ideas. So in the future, to shift risk practices and change behaviours, we need to engage with the heart of public health thinking, as well as with the head, a health literacy of the heart. Second, this pandemic reiterates for us the importance of understanding whole 'systems' and not just health systems. There is a virtual circle, and a virtuous circle, of health care, which includes the home. What is happening inside the house? What is happening when a house has no water or no electricity? How do you wash someone who is vomiting or who has diarrhoea when you've got no gloves? There are well-known, welldocumented fundamental health-care problems that have not been dealt with in many cases because of economics. So whilst we have discussed at length the idea of strengthening the health sector, we have not considered strengthening the broader system, which requires that communities be strengthened.
The first Sierra Leonean doctor graduated from Edinburgh University in 1859. He went back to Freetown and asked for two things. He asked if the British Colonial Government would form a Medical College to train people for 1 to 2 years. The government said no; it was not a priority at that time -a mistake. He also asked that a Health Board be set-up in Freetown that would take responsibility for the key things that he believed would make a difference to health (e.g. sanitation). That health board was set-up. This not only demonstrates the connection between Scotland and Sierra Leone but that sometimes, and wrongly, we start things without finishing them. We need to be offering sustained support across the board if we want our interventions to be effective. We need to think and act on the long picture.
Third, this outbreak highlights that the countries most affected have fragile and decimated health-care systems. Those who need health services are not turning up. Those who need maternal health care, malaria treatment, TB treatment, non-communicable disease treatment are not getting treatment. The knock-on effect is that societies are potentially decimated; societies lose their resilience and this is in part because of how we in the West are treating them, erecting barriers in the hope that this may somehow help everything get better. My own work is in end-of-life care, palliative care, mostly in African countries, and at the heart of Ebola is the fact that people are not being allowed to do what so many health workers have been encouraged to do; health workers and national governments have been trying to build health systems where palliative care is integrated, where people die with dignity and care, but now people are being brought to centres and then left. That's why those who are ill are being kept home; people don't want to give their loved ones across to people who are, for example, frightening (e.g. dressed, by necessity, from head to foot in protective gear). An email from a Scottish nurse working in Freetown described what it felt like to watch a father carrying his child out to a truck to be transported away to one of the Ebola beds in the hospital. The father handed the little child over to the men, who were completely covered, and said goodbye. And this father doesn't know whether he will see the child again. That's one out of hundreds and thousands.
Our duty is to be together in this. We could destroy nations with attitudes of unconcern. Oliver Johnson and Peter Piot (who discovered Ebola in 1976) sent an email recently to the Global Health Academy saying that what we need most is health-care workers -workers who care. Katherine Marshall from the World Bank and Sally Smith from UNAIDS have issued pleas for the faith organizations in these and other countries to work together. -There is hope, and people on the ground have shown extraordinary dedication. We have to be there together.
Laurie: Thank you, Liz. Your core message about solidarity and being together is a key theme in Larry's book, and the need to turn rhetoric into reality is so important. Let us now turn to our next speaker.
Shawn Harmon, Deputy Director, Mason Institute: I will continue our discussion about solidarity and mutual valuing. In doing so, I will talk about two issues, or two failings, that have exacerbated this pandemic and that are implicated by Larry's work. In each case, I will offer some observations, and then raise some questions that we as a society, and perhaps here today as a collection of privileged people, should consider.
The first issue or failing has to do with values, and here I am speaking of the values and principles that drive our lawmaking and our actions under those laws. Neo-liberalism has been described as an 'ideology', a 'policy framework' and as 'governmentality'. Whatever its configuration, it is a market-centred and a profit-centred approach to governance, and its prevalence in Western and increasingly global political thought and action has resulted in its prevalence in key international institutions. This centrality has guaranteed the dominance of economic perspectives in international politics, including that applicable to health. So the World Bank, the IMF, the WTO have all eclipsed the WHO as international policymakers, but they have been ineffective at:
encouraging equity-based discourses; securing social goods such as public health; and setting policy priorities complementary to public health justice.
I think this is adequately demonstrated by both Larry's and Liz's comments on what has been happening in Africa and how we got to this point.
However, whilst this approach or perspective has dominated, it is neither universally endorsed nor uncritically accepted. This suggests a need for action, again as Liz has called for. Legal institutions and legal instruments that deeply affect the well-being of humans must be designed in accordance with important social values and principles of justice and, importantly, must operate to vindicate those. That's my normative claim. And today, those values have to be informed by human rights. We can't just leave it to a single (e.g. the neo-liberal) perspective. In this regard, it has been argued that we need to produce an interrelated, mutually supporting set of prescriptive principles that will provide substantial guidance for issues with which international law must deal.
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The Ebola crisis is the latest to demonstrate that we have failed to do this and that we have not achieved justice through our international legal framework. We should be forthright about this, and we should be impatient to rectify this. This brings me to my first set of questions, which are instrumental questions related not only to this failing but to some of Larry's and Liz's concerns, namely:
1. How do we get our international legal institutions to more openly discuss the moral foundations and moral objectives of their actions? 2. Can we agree that solidarity and global health equity should be central values that they pursue?
Whilst you're considering those questions, I will raise my second issue, or failing, which has to do with policies -so something less than law or those guides and actions which operationalize the law. Again, the normative, foundational claim that I have is that health -and this is, I think, relatively uncontroversial -is the foundation of all human activity and productivity. Health has been recognized as a legal right in many international and domestic instruments, and this recognition as a legal right is important. So conceptualized, health is deserving of positive action on terms equal with other rights.
Obviously, no right is absolute, but the adoption of the right to health should influence (a) which considerations are deemed sufficient and (b) which interests are deemed just, when adopting courses of action through law. I've already alluded to the importance of solidarity, and I suggest that we have to draw on mechanisms of solidarity to rebalance society-shaping imperatives and to move towards greater respect for people by identifying equity and health as both normative and substantive objectives. Once we do that, we can better address some of Liz's concerns, for example.
In his book, Larry has argued for a 'health in all policies' approach, and this echoes the Adelaide Statement on Health in all Policies 2010 12 and the Rio Political Declaration on the Social Determinants of Health 2011. 13 The implications of a health in all policies approach are that: governments need institutionalized processes for cross-sector problem-solving; health-interested actors must engage more regularly with actors in other sectors, fighting for recognition that a wide range of sectors are implicated in creating public health; and those engaged in policy implementation in all sectors must consider health, wellbeing and equity in their actions and need to rely on empirical evidence when doing so.
Again, it is not just health agencies that have to do this. All actors should have to demonstrate that their actions either promote or, at the very least, do not detract from public health and from equity. And there are examples of this sort of approach being taken up in practice. You can see it in respect to risk. Matters of risk are frequently considered in policy formation and collaborative sector governance. Think of the environment, where there is a 'health risk in all policies' approach that's in use. In the EU context, you can think of the Common Market, which sits at the centre of everything the EU does; there are market defences, references to how the market is implicated and claims to market improvements in almost every directive and regulation that the EU adopts, regardless of the specific topic. We need to do this for health and public health more specifically. And this leads to my second set of instrumental questions, namely:
1. How do you think we should get the health in all policies ball rolling? 2. What might we and the WHO do to encourage a health in all policies approach in other international legal institutions?
Laurie: Thank you, Shawn. An interesting parallel with Larry's book is the broad and inclusive way that you define law and call upon principles and good governance. And now our final speaker.
John Gillies, Chair, Royal College of GPs Scotland: My wife and I worked in Malawi, rural Africa, in the early 1980s. We were the only doctors for 300,000 people, working with a very good team of clinical officers, nurses and environmental health officers. Towards the end of our time there, we started seeing people with oropharyngeal thrush, with resistant TB, with weight loss, with Kaposi's sarcoma, and we didn't know why they were dying. Then, in 1984, we came back to the UK and we realized we had seen the beginning of the HIV/AIDS epidemic. Working as a GP trainee in Edinburgh, I saw a young man who had travelled widely and who had oropharyngeal thrush, cough and weight loss. After testing, it became clear that he was one of the first people to develop HIV/AIDS in Scotland. Ebola and AIDS are completely different diseases but it brought home to me in a very visceral way that the world was shrinking, that people travel to all parts of it and that infectious disease is no respecter of boundaries. It also illustrates that clinical experience overseas is of great use in the UK. I fully agree with Larry that public health is hugely important; you cannot achieve any sort of health without public health. Once you've got public health, you need primary health care as part of universal coverage. Starfield's work has shown that the more countries invest in primary care, the better are health outcomes, the better is life expectancy, the better the figures for infant mortality and so on.
14 So universal health coverage across the world needs public health plus high-quality primary care. Sometimes that will be provided by nurses, physicians, medical assistants and sometimes by doctors. As long ago as 1979, Professor Sanders and others in South Africa were talking about the neglect of primary health care in public health, and addressing social determinants of illness, whilst creating 'disease palaces' and focusing on acute episodes of illness. 15 And one of the sad things, as Larry points out, is that we are still doing precisely that all over the world. Lunacy is doing the same thing over and over again, despite the evidence. So primary health care should be the heart of our response to this pandemic and other situations.
On the philosophical basis of the issue of global health and justice, I would recommend that we read Solomon Benatar, a wonderful African physician and bioethicist, who has written about 'moral imagination' and global health. 16 He suggests that we need moral imagination to decide what to do in the future. We live in a world that is driven, as Shawn has said, by neo-liberal values: economism, individualism and self-interest. Moral imagination means thinking deeply about what is happening to others, what is happening to the marginalized, disempowered and exploited people whom Larry described in his talk. If we do that, then we rapidly see that every human being, wherever she is in the world and whatever her wealth or status, has the same moral value. And that should be the philosophical foundation for how we act as doctors and at the heart of what health systems and services do.
Unfortunately, we have a long way to go before we achieve that. Aristotle suggested that distributive justice is not giving everyone the same, it's giving each a proportion of public goods determined according to need. 17 We need to rethink that lesson for our times. At the heart of the problem with global health and justice is the huge problem of inequalities; inequalities across the world both between countries and within countries. Ebola gives us a spotlight under which to consider this. Joe Stiglitz has pointed out the staggering growth in wealth and income inequality over the past 10 years.
18 Michael Sandel has eloquently described how the economic liberalism of markets undermines and displaces broader, deeper ethical considerations. 19 A concern with justice underlies both these critiques. Shawn's questions are very relevant to the 'how' of achieving global health with justice in a very unequal world. So we need to try and develop both academic and public discourse on these issues. On Ebola more specifically, it is worth reflecting what Larry Brilliant, an epidemiologist involved in smallpox eradication more than three decades ago, has said: 'With disease, outbreaks are inevitable, pandemics are optional'. 20 Wise words. We need that thinking to inform our actions in the future. There are ways in which we can prevent a pandemic, we just need to act, and act now.
Laurie: Thank you, John, for completing a wonderfully complementary set of responses to Larry's paper. As Larry said, the Ebola crisis has really taken over his life. The media has been relentless, and there's media wanting to see him shortly, so that gives us some 20 min to hear your views and responses.
Questions from the floor
Audience member: You spoke quite strongly about redistribution being at the heart of responses but of the political unacceptability of that. With Ebola, there seems to be some capacity to argue, perhaps a bit paradoxically, that it's in our self-interest to want redistribution. But sometimes that seems like it might be selling the past on a deeper argument that we're not making, and I wonder: Do you see any political opportunities for embracing the concept of redistribution, given that in Western societies it seems to be a toxic concept?
Gostin: If you're talking about redistribution from the global north to the south, then many thinkers are positive that you need to show how it's in high-income countries' interests to do it. I spent years writing on that point, and you can make the point -and I still do in relation to Ebola -that it's just not in our interests to let this run out of control. It will come back to haunt us. But on the broader global health aspect, I remember somebody once asking whether I really think governments believe that redistribution to the south is in their interests? I had to admit: No, not really, I don't believe governments see that as in their interests because the truth is that highincome countries have always managed to protect themselves. So I do make the self-interested argument but our current self-interested actions -like closing borders -is a 'false selfishness'. We're selfish because we're only thinking of ourselves when other people are dying, but it's a false selfishness because it actually increases our risk, not decreases it. So I do make the argument but I try to look at global solidarity and mutual obligations as a way of moving beyond self-interest. Parenthetically, another self-interest argument is that if you build health system capacity, the whole idea of international assistance will eventually go away. beyond formal law to the more governance-oriented community, taking account of informal justice structures that might be used to push this forward.
Harmon: Limitations have been implicated in all of our talks, and I think we have to be very aware of the limits of what we can achieve through law. We talked about the need for ground-up responses, and these might improve upper-level mechanisms. My view is that the law isn't often well connected to what we claim as our values, and we need to take steps to improve what we do through law by connecting the law a little bit better to those values but we have to realize that law is not necessarily going to be the answer.
Gillies: I don't think there is a simple answer. Laws are passed by legislatures, and they, at least in the west and north, are elected by citizens. So there's something about how we get these sorts of broad concepts -like solidarity and the importance of every human as having the same value -to our citizens. One of the things Stiglitz suggests, rather depressingly, is that in the United States, large companies have cognitively captured the legislature and the Supreme Court so that the laws passed are in the interests of the top 1% of the population, and I think there's pretty good evidence for that. So it's in the creation of a different civil society that the answer to your question lies and we all have a responsibility there.
Gostin: I think civil society is a very important point, and American democracy is fundamentally broken right now. How you fix that is a dilemma. The dominance of politics by big business is a problem, and the way we've gerrymandered our electorate has polarized politics; we've lost the moderates between the left and right and that's made for very toxic politics.
Audience member: If we have this idea of joining global health with global justice, where would the idea of accountability be, both generally and in times like now with the Ebola epidemic? We spoke a little bit before about how the WHO has been feeble in its response to the epidemic but if we're going to talk about global public health and law, who is 'in charge'? Where is the accountability? And how do we coordinate a response?
Gostin: Shawn mentioned good governance, and I've spent a lot of time on that in the book. Accountability is the most important part of good governance but it's not the only part. There is stewardship, non-corruption, monitoring, transparency; a whole range of things that allow for good governance, which applies to different actors. It's not just one actor who must be accountable. The Gates Foundation has no accountability and no transparency. WHO has accountability but only to its member states. Many governments are not accountable or responsive. But you need all those levels. The 'who's in charge' question is slightly different, but it seems to me that, from an international perspective, nobody is in charge. Nobody's coordinating, nobody's leading. It should be the WHO because that's their constitutional mandate. But it clearly is not.
Audience member: Several of the issues presented, whether public health, legal frameworks, redistribution or global solidarity, are long-term goals. If Ebola happens to be a turning point, that is wonderful and we can look forward to something for the future, but what about now? The sort of image that Liz portrayed, particularly with cultural 4. better reflect or demonstrate global solidarity by finding effective mechanisms for redistributing wealth so that the social determinants of health are addressed more equitably around the world and both public health frameworks and health-care systems are better and more fairly equipped; 5. challenge the neo-liberal orthodoxy using arguments based in philosophy, law and other pertinent intellectual disciplines; 6. demand greater value diversity and accountability from our international institutions; and 7. take greater responsibility at the grass-roots level for undertaking effective action.
The continuation of poor or selfish health planning and international support, combined with persistent fragmentation or misalignment of responses will mean that, ' . . . today and every day, people will die and lives will not be improved because of the way global health is governed and implemented'. 
